Massachusetts Immunization Information System

Vaccine Administration Record

Patient: JEFFREY RIEL Birth Date: 04/30/1983 Gender: Male

Address: 745 WESTFORD ST, LOWELL, MA, 01851

Vaccine Group Vaccine Date Given Dose [Route(PO, SC, Site(RA, LA, | Vaccine Lot# Vaccine mfr. Date on VIS |Date VIS Given, Admin Title
mo/day/yr IM, ID, IN) RT, LT) By(Full name
Initials)
Hepatitis B HepB Adult 07/29/2015 1 M LA 4T4GJ GlaxoSmithKline | 02/02/2012 07/29/2015 MELANIE
MARTIN
HepB Adult 01/15/2019 1 M LA SYYTT GlaxoSmithKline | 07/20/2016 01/15/2019 AMANDA
RUGGIERO

Diphtheria Tetanus
Pertussis

Tetanus Diphtheria
Acellular Pertussis

Tetanus Diphtheria

Hib

Poliomyelitis

Pneumococcal
Conjugate

Hepatitis A

Rotavirus

Measles Mumps
Rubella

Meningococcal-
Conjugate

This report was printed by Carol Moriarty at Lowell Health Department from the MIIS on April 23, 2019 at 12:38 PM. Page 1 of 3



Complete BEFORE vaccine administration

HEALTHCARE PROVIDER ONLY

1. I'have reviewed the Patient Information and Screening Questions. Initial here:

2. I have vaiified that this is the vaccine requested by the patient. Initial here: _

Iritial heré./ﬁ
OYes One

3. This vaccine 1s aporoprale for Ihis patient based on the Age Guidelines provided by federal and‘or state regulations
and Pompar‘-v pollC|e<

3a. Does this patient have a hign-risk medical condition?

If yes, please I'st medical condition(s):

4. The Vaccine NDC matches the NDC on the bottorn of this VAI3 torm and the NBC on the patient keaflet. {Perforin 3-way NDC match.,)  Initial here,

S. | have verified the Expiration Date is greater than today's date and have entered the Lot # and Expiration Date n lhc ficld below. Initial here: _ /

For Shingrix®, Zostavax®, MMR‘ il, Varivax®, YF-Vax®, Menveo®, Imovax®and RabAvert’, ensure the vaccine is reconstituted following the package msen‘s instructions.

i) o
)\ DL \U\ 1= Expiration Date: Aﬂ/;’ﬁlyoz l

For vaccines that have a diluent, complete the following:

Lot #:

Lot #:

Complete DURING the patient interaction

Expiration Date:

- : ¥

1. I'have asked the patient to confirm their Name, DOB and Requested Vaccine and verified it matches the information on the VAR form.

tnitial here:
2. Ihave reviewed the Screening Questions with ihe patient. Initial here:
3. Ihave reviewed the VIS with the patient. initial here: —

SECTION F

Complete AFTER vaccine administration

-NOC
58160- 0821 -1

. Manufacturer
GMXO BMIYH I(UNE

Dosage
1.000 } L

! Vaccine

Site g ministration

| VIS published date ’
ENGERlX B ZOMCGIML INJ 1ML (ADULT)

- Novwe

Adminis rauon date: ’..g_QI (.0 “q Date VIS given to pahent

ugl
L

Clinician's name (print): b Clinician’s signatufe: _ \/

If applicable, intern name (print):

Prounociaccal (Prevnar 13y

lmlarmr,..\lar

> ‘.n.nu Hoous

hnanmxl @

Preenocuceal (Fneunvas 23)

lr Irarwscular G suluitereuss

Fobo

It NSCH OF SUDCULACEO

ot (Zoswvax)

| Intrarruscula

£2018 Walgreen Co. Al rights resarved. | 741034-1072
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e (Stungna 1. Update the patient’s record with any new allergy, health condition or primary
1 otarus & d dphitera b ltasouis - care provider information.
[ eiap vatars, aprironn e potsse) | vamege | oamL | 2. Entervaccine lot #, expiration date and site of administration. then scan the
o [p——- 0.5 = VAR form into the patient's record.
Vi Cilta/chichengur Snl/,u:.vr(mu.j 0.5ml
‘telow fover SuDCulA” e I—(‘ Smi



63 ] M WAITING

RI SAT 12:03PM
*5017118 0301 1 0008999 9* $89_99

JEFFREY RIEL
745 Westford St 04/06/19
New

Lowell, MA 018512931
(978)606-9152

+« APM: Admin fee not covered
« Join Prescription Savings Club today and save $9.00!

Ask if you qualify.

REFRIGERATE

Trusted since 1901

Look inside for important details
about your medication.

JEFFREY RIEL

745 WESTFORD ST, LOWELL, MA 018512931

ENGERIX-B 20MCG/ML INJ, 1ML (ADULT)

ADMINISTER

1ML IN

THE MUSCLE AS g
DIRECTED 4
RX 501 71 1 8-06739 USE BEFORE Mfg. Labeled Date

aty 1 ORG DATE  04/06/19
NO REFILLS - DR. AUTH REQUIRED  OHN BOGDASARIAN, MD
54 PLAIN ST, LOWELL, MA 01851

ABC/ABC/ABC/ IABC

(978) 453-7538 mour

DATE 04/06/19

s T

We’ll help you manage your health and prescriptions
at Walgreens.com/Pharmacy



Wi teesnd
i
#03733 34 PLAIN ST
LOVELL, MA 0185°
§i73-4£3-7533

- 852 1233 0041 04/06/2019 11:56 AM
FSA RX 5017118 89.99
TOTAL 89.99
DEBIT CARD 89.99
CHANGE

.00
AID A0000000980€4) '
US DEBIT
Integrated chip cari

N Verified

TOTAL FSA ITEMS 0.00
TOTAL RX ITEMS 89.99
TOTAL FSA AND RY. ITzMS 89.99
APPROVED FSA/HRE, AMILNT 0.00

THANK YOU FOR SHOPPING AT WALGREENS

REDEEM 1,000 PDINTS FOR A REWARD OF $1
OFF YOUR'NEXT PURCHASE! 'POINTS CANNOT BE
REDEEMED ON SOME ITZNS. FOR FULL DETAILS
SEE WALGREENS. CCM/BALANCE

T i

Y

‘@ |
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: balence

revards
POINT BALANCE 1160 -
BALANCE REWARDS ACCT # Bhkkkickxk 1776
OPENING BALANCE . 1060

EVERYDAY POINTS - RY 100

CLOSING BALANCE 1160

L R T e T e S T
Walgreens 06733
ACCT

1611
SEQUENCE  673941044)
PAYMENT FROM PRIMARY

How are we doin??
Enter our menthly sweepstakes for
3.000 cash

Visit
WWW . WALCREENSLISTENS . COM
kxkkddokk kb kkkkrkk ok
or call toll free
1-800-219-7451
within 72 hours to take a short

slurvey about this Walgreens visit
SURVEY#
' SuT1-233
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